Rhodococcus equi sepsis in a kidney transplant patient 2003 We immediately started therapy with some broadspectrum antibiotics (cefotaxime, cylastatine) and one against Gram-positive, penicillase producing bacteria (teicoplanine), as well as antimycotic and antitubercular agents which were without any eÂect. We then modified the immunosuppressive schedule by reducing cyclosporine A to 125 mg/day and increasing prednisone to 25 mg/day, while azathioprine was withdrawn.
Sepsis from R. equi was diagnosed after repeated haemocultures. The identified micro-organism showed in vitro sensitivity to ceftriaxone, imipenem, gentamicin, netilmicin, and penicillin. Since resistance to penicillin has been frequently described and ceftriaxone and imipenem were already used without eÂect, netil- abscess was surgically drained.
During the following days, the fever disappeared lesion was an abscess, but the microbiological staining, and a remarkable improvement of the general condithe culture, and the search for malignant cells were tion occurred. After 2 weeks thoracic radiography and negative.
CT showed reduction of the dorsal swelling and of CT revealed the presence of a localized empyema empyema and disappearance of the micronodular and subcutaneous abscess (Figure 2 ). Moreover, it spreading. However, a pathological fracture of the showed a micronodular spreading more evident in the back portion of the left VIII rib was seen. After 4 upper lobe of both lungs, resembling a mycotic or weeks netilmicin was replaced with ceftriaxone (1 g/day tubercular pulmonary disease ( Figure 3 ).
i.m.) and the patient was discharged without significant changes in renal graft function (serum creatinine 2.5 mg/dl ). Two months later the patient was again hospitalized for a relapse. At admission, fever, asthenia, and chest pain were present and the dorsal abscess had grown in size. Surgical draining was performed together with netilmicin treatment, followed by disappearance of the fever and other symptoms. The haemoculture confirmed a R. equi sepsis. One month later, the CT showed a significant reduction of the empyema and complete ossification of the rib fracture ( Figures 4 and  5) . The patient was discharged, but the antibiotic therapy (ceftriaxone and imipenem) was continued for 5 months at home. Up to now, more than 1 year later, the patient is well and the graft function is stable on cyclosporine A (150 mg/day) and prednisone pulmonary infections from opportunists, mycobacteria, and mycetes. Also the microscopic identification of cultured micro-organism from biological specimens is diÃcult because R. equi can be easily mistaken for other pathogens. The therapy of R. equi infection is not yet well codified. In vitro it shows sensitivity to vancomycin, gentamicin, teicoplanin, ciprofloxacin, and trimethoprym-cotrimoxazol and resistance to penicillin, clindamicin, and cephalosporins [10] . As an initial approach the use of two antibiotics is recommended [2] . The treatment should not be withdrawn until the patient is clinically recovered, and haemocultures become negative [2, 8] . Cultures should also be performed during antibiotic therapy. completely recover in successfully treated cases. In addition to the use of antimicrobial drugs, the treatgraphy confirmed the absence of pneumonia or ment tools involve the drainage of suppurative lesions, empyema.
the surgical removal of granulomatous tissue, and treatment of immunodeficiency when possible [1, 2] . The favourable outcome of our case suggests the Discussion possibility to obtain good results by monotherapy with a potentially nephrotoxic drug, although the more common therapeutic approach is the use of two antiRhodococcus equi is a facultative, intracellular pathogen that is transmitted to humans mainly by inhalation. biotics [1, 2] . The withdrawal of azathioprine may have played a key role in the recovery from the infectious Subcutaneous infection through skin lesions has also been described [6 ] . Despite a negative anamnesis for disease without negative eÂects on the graft function.
Our experience suggests that in immunosuppressed direct contact with animals, the patient is a physician in a country hospital where he often examines farmers patients with a feature of pulmonary disease or abscess, R. equi infection must be taken into account. and shepherds. It is unlikely that the paravertebral injections were responsible for R. equi inoculation because they were administered after the onset of fever, References cough, and chest pain, i.e. when infection was already present. It is quite likely that a primary pulmonary
